Objective-To evaluate the effectiveness and acceptability of centraily organised prompting for coordinating community care of non-insulin dependent diabetic patients.
Introduction
In the 1980s several British groups reported on studies which compared the effectiveness of diabetic care provided by general practitioners with care from hospital diabetic clinics. Conclusions ranged from condemnation of general practitioner care as "erratic," of "generally poor standard"' and "less satisfactory than care by the hospital diabetic clinic"2 to a view that organised general practitioner diabetic care "can achieve a degree of glycaemic control ... equal to that reached by a hospital clinic."3 It seemed that effective care could be provided if it was structured and organised. Many authors felt that the best way to structure diabetic care in general practice was for general practitioners to set up miniclinics"'3 in order to create the "protected time" needed for assessment of a complex condition. The general practitioner contract of April 1990 served to encourage the adoption of this model of care.
Despite an active policy of promoting the development of general practitioner diabetic miniclinics in Islington in the 1980s few local practices succeeded in establishing this service. In 1987 a significant number of local doctors expressed an interest in assuming greater responsibility for the clinical care of noninsulin treated patients if review could be scheduled in normal surgery time and provided responsibility for retinal screening was not included. Taking our cue from the Cardiff group's vision of a system which "would recall the patients to see their general practitioner at regular intervals, warn... and request... both clinical information and blood for estimation of glycosylated haemoglobin,"2 we have developed a system for prompting community care of non-insulin dependent (type II) diabetes. High street optometrists perform the necessary eye examinations for these patients. 1119 
Methods
The prompting system aims to enable general practitioners to structure diabetic care without setting up miniclinics. It is based on the same clinical guidelines for outpatient care available to all doctors in the diabetic clinics of the district general hospital. These advise annual clinical review, to include measurement ofweight and glycaemic control, urinary albumin value, blood pressure, foot examination, examination of visual acuity, and retinoscopy through dilated pupils. Between annual assessments a regular clinical review of the patient should include all these assessments except foot and eye examinations unless specifically indicated.
THE PROMPTING SYSTEM
The hub of the prompting system is a database which sends requests to patients asking them to provide blood and urine samples for random plasma glucose, glycated haemoglobin, and albumin estimations (fig 1) . Samples can be taken by a practice nurse, at a nearby health centre, or at a hospital laboratory, whichever suits the patient. All tests are performed by one district general hospital laboratory. Results are incorporated within personalised medical records which serve as clinical review forms. These are sent to patients with a request to take them along to their general practitioner within 10 During the period of the pilot project the prompting system and database were paper driven. They were later computerised by using Revelation software operating within MSDOS on an IBM computer (Revtech UK, Basingstoke, Hampshire).
EVALUATION
In 1987, with the approval of the local medical and optical committees, Islington general practitioners and optometrists were invited to participate in a pilot prompting project. Thirty eight general practices agreed to take part, including 15 singlehanded and 13 two doctor practices. The general practitioners were sent manuals which explained how prompting would operate, and they attended updating sessions on the management of non-insulin dependent diabetes. A short textbook on diabetic eye disease20 was sent to each participating optometrist, who also attended educational meetings at which the importance of dilated funduscopy was emphasised.
A randomised controlled trial comparing prompted care with continuing hospital clinic care was undertaken. As the trial was a comparison of two systems of care the prompted care group subjects could be referred through the system to hospital outpatients, while the hospital clinic group patients could consult their general practitioner for diabetes related reasons. The study aimed to include mobile non-insulin dependent diabetic patients under the age of 80 who had attended the district general hospital diabetic clinics in the previous two years. Patients A review of the hospital notes of 570 diabetics registered with the relevant general practitioners identified 415 eligible patients, who were asked in writing for informed consent to enter the trial (fig 3) . Of these patients, 215 (52%) agreed to take part, of whom 209 were randomised (by using Cambridge tables of random numbers21). There were no significant differences in age or sex between patients who consented and those who did not.
A further 28 patients (13 in the prompted group, 15 controls) were excluded from the study. frequently in the prompted group; for most comparisons the differences were significant. The prompted group also received greater continuity of care, the number of diabetic reviews performed by each participating doctor being significantly greater than in the hospital clinic group (3-2 v 2 2 respectively; p<0 001).
There was no difference in the number of patients referred for dietary advice or chiropody.
At the end of October 1990, 94% (170/18 1) of the general practitioner notes for the study patients were traced. With the exclusion of prompted consultations for diabetic review they disclosed a high annual consultation rate for both groups (8- tIn prompted group 67% of reviews were done in general practice. During the study period the frequency of structured review was comparable in the two groups. In the control group all occurred in hospital diabetic clinics whereas for the prompted group 67% occurred in general practice. When process of care measures were reanalysed after excluding the 21 patients who were referred back to the hospital clinic other than through the prompting system, all process of care measures in table IV remained more frequent in the prompted subgroup (n=65 prompted subjects).
MEDICAL OUTCOME By the end of the study there were no differences between the groups in the means of the last recorded random plasma glucose and glycated haemoglobin concentrations, though mean random plasma glucose values had risen from baseline by 1-3 mmol/l and 1-6 mmol/I in control and prompted groups respectively ( All doctors (n=48) in the participating practices who had performed two or more prompted clinical reviews by May 1989 were also sent a questionnaire of 24 question stems, of which seven are reproduced in box 3; 31 general practitioners (65%) responded. Clinical assessments were estimated to take on average 9-8 minutes for a regular review and 13-4 minutes for an annual review. The general practitioners scored this method of care 4-3 on average, on a scale "very poor" (score 1) to "excellent" (score 5). Their confidence in providing care within this framework averaged 4 on the same scale, all but three of the doctors indicating that this method of care interfaced well with their primary health care practice. Despite the absence of a consensus on who had clinical responsibility for the patients in this scheme-general practitioner, hospital, or both-28 of the 31 general practitioners wished to continue providing diabetic care within this framework. Most of the responding general practitioners wanted more of their patients included within the prompting scheme.
The views of participating optometrists were also sought.2" Eleven optometrists working in 15 different locations were visited and interviewed with a structured questionnaire. All expressed satisfaction with the working of the prompting scheme and 10 wanted more patients to be included. Besides performing refraction and examinations of the media of each eye all the optometrists reported that they had dilated the pupils of the prompted patients. All had access to a tonometer. All expressed satisfaction with the design of the optometry clinical review form.
Discussion
This study has shown that with a prompting system diabetic care comparable to that of a hospital diabetic clinic can be provided in small inner city practices, and with a lower lost to follow up rate. Compliance of doctors and patients proved high and the system as a whole was widely acceptable. The lower default rate in the community group is particularly important because loss to follow up carries an increased risk of diabetic complications, especially in non-insulin treated patients. 23 The approach adopted in Islington could have wide applicability. Of the 570 patients whose hospital notes were reviewed before the study, 415 (73%) were judged by generally accepted criteria to be medically suitable for community care.
Though process of care measures may be an imperfect guide to the standard of patient care because of differences in the knowledge and skills of health carers in their different settings, we believe that our results are a very considerable improvement on those of previous British studies. In 
study and only 50% had annual blood glucose assessments. 24 In a non-randomised study in Ipswich among a group of 209 diabetics discharged to general practitioner care with agreed standards of medical follow up 
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Objective-To assess patient, doctor, practice, and process of care variables for their effect on glycaemic control in diabetes mellitus, and to quantify their relative effects.
Design-Search of general practice medical records, patient questionnaires and examination, doctor questionnaire, videotaping and analysis of consultations, and practice questionnaire.
Setting-12 practices with 32 participating general practitioners in Nottinghamshire.
Subjects-318 patients randomly selected from those with diabetes in each practice, 10 for each participating doctor.
Main outcome measure-Glycaemic control as measured by random glycated haemoglobin Al, estimation (random haemoglobin A1 measurement).
Results-Glycaemic control was significantly related to the disease process as measured by years since diagnosis, treatment group, and number of diabetes related clinical events. Females had significantly worse control than males. Other patient factors, such as age, social class, lifestyle, attitudes, satisfaction, and knowledge, had no association with glycaemic control. Of all the doctor factors examined, only doctors who professed a special interest in diabetes achieved significantly better glycaemic control. Bigger and better equipped practices and those with a diabetic miniclinic had patients with significantly better glycaemic control, as did those with access to dietetic advice. Patients attending hospital clinics had worse glycaemic control, but this seemed to be attributable to the case mix and practice characteristics. Shared care did not contribute to the multiple linear regression model. Conclusion-Glycaemic control among diabetic patients in the community is related to such factors as treatment group, sex, and years since diagnosis; it is also related to the organisation and process of care. The findings support concentrating diabetic care on partners with special interests in diabetes in weli equipped practices with adequate dietetic support.
Introduction
The age adjusted prevalence of diagnosed diabetes mellitus is between 1-01%1 and 1-04%2 in white people in the United Kingdom, with higher rates among some ethnic minorities.3 There is evidence that good 630 BMJ VOLUME 306
